The anti-spastic drug baclofen exerts its therapeutic effect by acting as a GABA (gamma-aminobutyric acid) agonist at GABA-B receptors'. The effect probably occurs through inhibition of release of the excitatory amino acid neurotransmitters glutamate and aspartate and/or is mediated through an increase in K+ fluxes in neurones. The end result is a suppression ofboth mono-and polysynaptic reflexes. Baclofen has a strong synergistic effect with carbamazepine. Two brainstem injured individuals with spastic quadriplegia were given baclofen and carbamazepine in combination with dramatic improvements.
Case reports Case 1
A 31-year-old woman developed acute hydrocephalus due to aqueductal stenosis in October 1987. She received a ventriculo-peritoneal shunt which was removed the following year due to infection. During air transportation she suffered a brain herniation and arrived at a foreign hospital comatose and quadriplegic. The intracranial pressure was controlled with external drainage until a new shunt system was Correspondence to:Dr H Fodstad, 100Lattingtown Road, GlenCove, Ny 11542-1243, USA inserted. In November 1988 the patient was transferred back to our institution. Upon re-admission she was totally unresponsive with a severe spastic quadriplegia including contractures of all four limbs and facial muscle spasm. CT brain showed central and cortical brain atrophy. She had two episodes of deep coma with increased general rigidity and shallow breathing (brain stem seizures"), Emergency tracheostomy was performed and the patient was rescued. Over the following months the patient's condition remained unchanged. Repeat CT examination did not show any interval change.
In July 1989 the patient was given oral baclofen (Lioresal) in increasing doses to 80 mg daily in addition to 600 mg carbamazepine (Tegretol) daily. Within 2 weeks her level of consciousness gradually started to improve and in parallel she started moving her contracted limbs. Within the next few months there was a dramatic resolution of her spasticity. She could finally be discharged home in January 1990. By then she had regained normal strength and function in all four limbs and was able to walk unassisted without any difficulty. Her mental functions had normalized and she could read, write and speak normally. Another CT brain in April 1990 did not show any interval change. From being a case of an autonomic survivor in a vegetative state with decerebrate rigidity she had become a functional individual with a fully acceptable life quality.
Case 2
A 21-year-old woman was involved in a road traffic accident in December 1989. Upon admission she was in deep coma (equal to sum Glasgow Coma Scale scores 3/15) and haemorrhagic schock. She had no palpable pulse and showed gasping respiration. An emergency laparotomy revealed rupture of liver and spleen with a mesenterial haematoma. The patient was transfused with more than 50 units of packed cells and other blood products. A CT brain in the acute stage did not disclose any major traumatic intracranial lesion. She was on continuous ventilatory support for 4 weeks. A CT brain 10 days later showed severe ischaemic changes in both cerebral hemispheres and EEG done at the same time showed severe hemispheric dysfunction. After 2 weeks the patient had manifest spastic quadriplegia with tremor. She was given oral doses of baclofen (l.ioresal) increasing to 80 mg daily in addition to 600 mg carbamazepine (Tegretol) daily. Physiotherapy was initiated as soon as the patient had been weaned off the respirator. One month after the accident the patient was in a vegetative state but later has made a consistent and continuous recovery. In May 1990 she was fully conscious and aware of her surroundings. Although unable to speak, she did make attempts and produced guttural sounds. The muscle tone was increased in all extremities but the patient could move each extremity on command. The tendon reflexes were all hyperactive at 4+ and her plantar response was extensor. From being vegetative with a spastic quadriplegia due to severe brain ischemia this patient regained consciousness and mobility in all four limbs.
Discussion
Oral as well as intrathecally administered baclofen is effective in the treatment of spinal and supraspinal spasticity, multiple sclerosis, cerebral palsy, orofacial dyskinesia and trigeminal neuralgia-". Baclofen resembles carbamazepine in its ability to depress excitatory transmission and facilitate segmental inhibition in the trigeminal nucleus". Whereas carbamazepine is mainly used as an anticonvulsive drug it has been suggested that baclofen can cause epilepsy and seizures are therefore considered a contraindication7. 6 .
It has been postulated that patients with postconcussion syndromes may harbour unrecognized brain stem seizures Renal artery embolus is a rarely diagnosed condition with presenting features so similar to ureteric stone or obstruction that the diagnosis may be missed. We report a case of renal artery embolism occurring in a young woman with mitral valve disease who presented in the puerperium with the typical features of renal colic.
Case report
A 32-year-woman was admitted with an 8-hour history of severe left loin pain, which radiated to the groin. The patient had given birth in the 39th week after an uneventful labour 6 days before presentation. Antenatal care was complicated by severe mitral stenosis diagnosed in the 25th week, requiring closed mitral valvotomy.
On examination she was apyrexial, normotensive, and in sinus rhythm. She was tender in the left loin and renal Correspondence to: Mr S P Bramwell, Ballochymle Hospital, Mauchline, Ayrshire adrenoreceptor blockers (Inderal) (Andy OJ, personal communication). Both patients had episodes of brain stem seizures before treatment with Lioresal and Tegretol was initiated. Seizures were not observed during treatment. The impressive improvements recorded suggest a new possible therapeutic approach to the treatment of severely brain injured patients in a vegetative status with spastic quadriplegia. The assumed therapeutic effect ofbaclofen and carbamazepine in combination will be evaluated in a prospective clinical trial. (Accepted 26 November 1990) angle, with no peritonism. Proteinuria and microscopic haematuria were present and the blood urea was 5.1 mmolll. A plain abdominal film was normal. The patient was admitted with a provisional diagnosis of renal colic, possibly due to a small stone in the ureter.
The following morning she still complained of severe pain and an urgent intravenous urogram was performed, which showed good excretion of dye from the right kidney, but complete non-function on the left side. An ultrasound showed two normal sized kidneys without hydronephrosis. An isotope renogram using 99rntechnetium confirmed absent perfusion of the left kidney. Arteriography showed complete occlusion of the single left renal artery just distal to its origin, with no collateral circulation to the kidney (Figure 1 ).
As the time from onset of pain to confirmation of the diagnosis of renal artery embolism was over 24 h it was felt 
